Cases of giant mucinous ovarian borderline tumors are rarely described in literature, with different clinical manifestations and difficult diagnostic assessment. In the present paper we report the case of a 60 years old woman with a giant mucinous borderline left ovarian tumor (>34 cm in maximum diameter) with 15.000 ml of free fluid inside. Laparotomic approach is usually preferred in these cases, but it exposes patients to higher rate of complications. We demonstrate that laparoscopy is safe and effective in managing large adnexal masses more than 30 cm in diameter.
Introduction
Giant ovarian cysts (GOCs) are rarely described nowadays because of the improvement in diagnosis and minimally invasive surgical techniques, that allow to detect and resect them at an earlier stage. Benign cystadenoma accounts for approximately 75% of all histotypes of GOCs, mucinous cystadenomas are encountered in 25% of cases [1] .
Cases of giant mucinous ovarian borderline tumors are rarely described in literature, with different clinical manifestations [2, 3] and difficult diagnostic assessment. Very few cases of GOCs, that present masquerading as ascites, have been reported [4, 5] . Management of ovarian cysts is related to the patient's age, the size of the cyst, and its histopathological nature [6] . Operative risk is extremely high: inferior vena cava (IVC) syndrome, bleeding, severe hypotension, cardiac failure, respiratory problems, intestinal distension and abdominal competence are the major complications. Some authors apply fluid aspiration before or during resection, in order to minimize operative time and risk due to sudden changes of intra-abdominal pressure, but an incorrect fluid aspiration may cause intraperitoneal dissemination, if a cancer occurs. 
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Laparotomic approach is usually reserved to GOCs, but it exposes patients to higher rate of complications, including serous fluid pooling and abscess formation between the folded muscles, sometimes requiring abdominoplasty. In these cases, abdominal wall necrosis are also reported [7] . Laparoscopic approach is used to remove small ovarian cyst but nowadays its role is expanding also in managing safely and effectively large benign adnexal masses more than 10 cm [8, 9] . We present a case of a rare giant mucinous ovarian borderline tumor, with no relevant clinical manifestations and negative markers assessment, with a mass of over 15.000 g removed by laparoscopy. 
Case Report
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A total of 15,000 ml of yellow serous fluid was evacuated at a slow flow rate (800 ml / min). After the fluid evacuation, the site of needle insertion was sutured with Vicryl 0 in order to avoid intraperitoneal dissemination.
After ovarian cyst's decompression, entry into the peritoneal cavity was done using the Hasson technique. The 10mm trocar was placed through the umbilical incision. The abdominal cavity was visualized with huge cysts arising from the left ovary, totally involved into the cyst, extending up to the level of the xiphoid process. The 10 mm second trocar was applied sovrapubically through the previous minilaparotomic access. Two 5 mm trocars were bilaterally inserted in the lower abdominal quadrants. Peritoneal wash was sent for cytology.
Laparoscopic cyst excision was performed using BiClamp® and BiSect® vessel sealing and cutting devices. The cyst was removed from the 10 mm sovrapubic port using Endo Catch bag (Figure 4 ). 
Discussion
Borderline mucinous ovarian tumor is a rare disease presenting as a large cystic mass containing sticky gelatinous fluid. This peculiarity makes difficult the differential diagnosis with mucous ovarian cystoadenomas, particularly in giant mass. The availability of modern advanced devices and expertise in minimally invasive surgery, renders the laparoscopic approach to the giant ovarian mass to be preferred. The good postoperative cosmetic approach of laparotomical excision of giant ovarian mass is very difficult to be achieved, considering the extent of the abdominal wall incision [10] . In this cases, after tumor excision, an abdominal wall reconstruction might be necessary because of the laxity and redundancy of the skin, with high risk of dehiscence, abscess, and postoperative complications.
Even in literature still appears that laparoscopy has a limited role in treating giant ovarian mass, our opinion is that laparoscopic approach by a skilled surgeon in a modern and developed environment represents the first line treatment. As presented in this paper, the risk of cystic rupture and intra-abdominal cystic fluid dissemination may be minimized using a slow-flow vacuum aspiration, permitting the consequent safe trocar insertion. Laparoscopic approach is minimally invasive, permits better cosmesis and shorter hospitalization. By now, there are no guidelines or consensus in the literature regarding the maximal size of ovarian cyst which may be managed by laparoscopy.
Our case demonstrates that laparoscopy is feasible in ovarian mass more that 30cm in maximum diameter with preoperative accurate cystic fluid drainage.
